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Abstract 
A multiplicity of government initiatives advocate increased shared working between services to ensure that holistic and 
coordinated assessment of need, and shared intervention, is available to children and families.  This project developed a 
combined process for assessment and diagnosis of autistic spectrum difficulties and attention deficit hyperactivity disorder, and 
the coordination of intervention between schools, families and the community.  This inter-agency service has reduced waiting 
times, increased user satisfaction, and led to better outcomes for clients. However, with this success and raised awareness of these 
conditions, the efficacy of the service is threatened due to over-demand and increasingly scare resources. 
© 2010 Elsevier Ltd. 
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1.  Introduction 
This paper describes the development of an inter-agency service for children on the Isle of Wight with possible 
autistic spectrum difficulties (ASD) and attention deficit hyperactivity disorder (ADHD).  In 2001, a survey was 
undertaken with parents of children on the autistic spectrum, completed by social services.  The results indicated 
severe dissatisfaction with the service they had received.  Parents indicated that the process of assessment and 
diagnosis was prolonged and fragmented and there was a lack of coordinated care and intervention between home 
and school.   
As a result of this, an application was made for government funding to create a new inter-agency service which 
would aim to address parents concerns.   A range of major concerns were expressed, which the new service would 
need to address. Prior to the project, the process of diagnosing children with autistic spectrum disorder on the Isle of 
Wight was undertaken by a range of individual consultants who generally made diagnoses as a result of parent 
report, without the use of any standardized assessments.  There was a waiting list for diagnosis of approximately two 
years. Many children were referred to mainland hospitals for diagnosis, whose advice was even more detached from 
local services, and was costly. 
Schools felt that the evidence about children rarely took into account their experience and knowledge of a child.  
Coordination with schools was fragmentary and intervention for families and children scarce and inconsistent.   
Parents were also concerned that there were very limited opportunities for young people with ASD to be included 
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socially within their local community and they felt that there was a lack of knowledge and understanding in all 
agencies.  
The focus of the new service was therefore to construct a coordinated approach to assessment, diagnosis and 
intervention for children and their families, utilizing current recommended guidelines of good practice (DfES 
&DoH, 2003)  Training programs’ for professionals were set up as the survey also indicated a lack of knowledge 
about ASD amongst professionals.  Supported clubs for adolescents with ASD and their peer groups were set up 
within the community to foster social confidence and experience.  A multi-agency team was developed to deliver the 
project, which consisted of a co-coordinator, a consultant clinical/educational psychologist, a consultant pediatrician 
and a senior manager from social services together with an assistant psychologist/family liaison worker.  Later an 
ADHD service was added, and a further family liaison worker was employed to support the pediatrician.  The 
project funding provided resources for three years, and after this the service was supported by tri-partied funding 
between health, social care and education services for children on the Isle of Wight. 
2. Developing a coordinated system of system and diagnosis 
2.1. Single point of referral for diagnosis 
It was agreed that all referrals, from any professional, for an assessment of ASD and later ADHD, would be sent 
to Oak House, thus creating a single point of referral and preventing referrals being sent to numerous different 
agencies concurrently.   Referrals which in the past would have taken up space in over-booked Specialist Child and 
Adolescent Mental Health Services ( SpCAMHS) or Paediatric clinics are now directed to the Oak House team.   
2.2. Information gathering stage 
Following a referral, the coordinator sends out checklists and questionnaires to schools and families to gain 
further views of the children needs.  This addresses the issue of insufficient and uncoordinated information.  We 
followed the Great Ormond Street model of a range of targeted questionnaires to include strengths and weaknesses 
of the child, Attwood Pervasive Developmental Disorder checklist and a short form of the Connors assessment for 
ADHD (Conners, 2001). If the child is at a pre-school age, the Early Years Support Team will provide detailed 
information of their assessments and intervention plans. The information gathered is then collated to be discussed at 
a monthly referral meeting. 
2.3. Referral meeting – ‘Filtering’ 
A multi-agency team meets monthly to discuss all new referrals.  The panel has managerial representatives from 
agencies within Health, Education and Social care.  If the initial information indicates consistent symptoms of ASD 
or ADHD then our formal assessment process proceeds.  Should they indicate other needs then the child will be re-
directed to other educational or therapeutic services.   Should however the information indicate complex or 
contradictory needs, then the lead Consultants at Oak House run an Initial Assessment Clinic.  Here the 
parents/carers are seen to discuss their experience of their child and the child is briefly assessed to determine 
whether further assessments at Oak House are necessary or whether other agencies are required. 
2.4. Formal assessment process 
2.4.1. Stage 1: Home and School Visits by family support workers in the Oak House Team. 
The family support workers of the Oak House team visit parents/carers at home in order to ascertain their views, 
experience of their child, and expectations of the diagnostic process.  If the concern is ASD, then the Autism 
Diagnostic Interview – Revised (Lord et al, 1994) is conducted with the caregiver.   If the initial evidence suggests 
ADHD, a longer form of the Conners assessment (Conners, 2001) is completed at home and at school. If a child 
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may have a combination of problems then both are administered. The results of this stage then determine whether a 
child is seen for individual assessment for ASD by the specialist psychologist, by the pediatrician in an ADHD 
clinic, or indeed by both. 
2.4.2. Stage 2: Individual specialist assessment for ASD 
The individual assessment involves the specialist psychologist and the assistant using a combination of measures. 
Parents and other professionals working with the child observe the session through a video link.  Children under 10 
years begin the assessment with a session of observational informal child led play, which aims to look at the child’s 
spontaneous style and cognitive level of play together with their intentional use of social communication with a 
supportive adult.   This is followed by the appropriate module of the Autism Diagnostic Observation Schedule 
(ADOS) (Lord et al, 2000).   
For older children, the assessment begins with the ADOS and if they are over eight years of age it is followed by 
some subtests of the Delis Kaplan Executive Functioning test (Delis et al, 2001) which is used to look at the child’s 
style of mental cognition.   Most clients will have previously seen the educational psychology service for a general 
cognitive view of strengths and weaknesses.  
2.4.3. Stage 2: Pediatric ADHD clinic 
If the evidence suggests ADHD the child and parents/carers attend a Specialist Paediatric Clinic at Oak House.  
Here, the paediatrician discusses the child’s behaviour in more detail, and conducts any relevant medical tests.  He 
then provides advice and recommendations for treatment options to support the child.  The child is monitored 
through regular attendance at the clinic, and the family liaison worker for ADHD provides ongoing support.  
If children have both ADHD and ASD, they may be seen in a clinic setting to discuss treatment for the symptoms 
of anxiety.   
2.5. Stage 3: Multi-agency Planning meeting 
Following a specialist assessment for ASD, a report is sent to parents/careers for their approval and we offer an 
opportunity to discuss findings with them before the report is circulated to other agencies. A planning meeting is 
then convened, chaired by the Consultant Pediatrician. This is always attended by the family and staff from the 
child’s school. In addition, all involved professionals are invited including a member of the Curriculum, Language 
and ASD support service (CLASS team).  Evidence is shared and current experiences of the child at home and 
school are discussed.  As a combination of these views and the assessment, a specific diagnosis is given or a 
formulation of the reason for difficulties is made.  A multi-agency plan is devised to coordinate interventions and 
provide ongoing support for the child in school and at home.    
2.6. Ongoing support mechanisms 
If the diagnosis is ASD, a referral will be made to the ASD support service within education (CLASS team).  The 
Specialist psychologist worked with this team to develop a series of training workshops for parents and school staff 
to attend together. This focus on helping parents/careers and school staff to understand the particular style of 
thinking of children with ASD, and helps them to devise visual strategies to support anxiety management and access 
to the school curriculum.  This has now been replicated for ADHD. 
After school social inclusion groups were set up with adolescents with ASD and their typically functioning peers.  
This aimed to develop social skills and confidence through shared activities and proved extremely successful in 
improving children’s social confidence.  This also provided a context in which some children who were unable to 
attend school were given a bridge to enable them to return to their school setting.   
For children under 7 years we have used a structured programme of intervention to develop social and 
communicative skills (SPEIC: Scheme to Promote Early Interactive Communication, Smith and Fluck, 2001, 2004).  
This is currently being revised to a new therapeutic approach focusing on developing shared social attention and 
emotion. 
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A local branch of the National Autistic Society has been set up to support families for self-help and family 
support, and social activities for children with ASD and their siblings.  This is also proving to be a valuable resource 
for families on the Island.  Parent support groups are now running for families of children with ADHD. 
3. Analysis of the inter-agency process from 2001-2009 
The process was monitored and evaluated on an ongoing basis.  This allowed an analysis of the nature and source 
of referrals as well as outcome measures and evaluation from service users.   
Oak House has been the focal point of referral for the possible diagnosis of ASD, ADHD and related diagnoses 
on the Isle of Wight for the eight-year period 2001 to 2009. The Isle of Wight has a total population of 132,000 and 
19,000 children of school age. 
1728 children have been referred to Oak House during this time period.  
3.1. Analysis of Referrals 
The number of referrals has steadily increased so that we now receive almost 300 referrals per year.  The 
majority of these referrals are received from Health services - primarily GP’s, Consultant Pediatricians and 
Specialist child and adolescent mental health service, followed closely by referrals from schools.  This suggests that 
the multi-agency diagnostic and planning service has a very close relationship with health and education services 
and the work of each complements the other. Most referrals request an assessment about whether there are any 
organic bases for children’s severe behavioural problems.  
Most referrals occur at primary school age followed closely by Middle school aged children.  10% of children are 
not referred until they reach High school – of this 10% over the years, 56 children received a diagnosis of ADHD 
and 28 a diagnosis of ASD, or ASD and ADHD, suggesting that more work still needs to be done on raising the 
awareness of these neuro-developmental disorders.  
High (13-19)
11%
M iddle (9-12)
35%
Primary (4-8)
41%
Preschool (0-4)
4%
Special
3%
Other
6%
Figure 1. Summary of school stage at time of referral 
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3.2. Analysis of diagnoses 
Over the 8 year period, the following number diagnosis of ASD and ADHD have been given. (Table 1.)  
Table 1. Distribution of diagnosis given in school categories
School ASD ADHD ASD + ADHD Total
86High School (13-19) 14 58 14
316Middle School (9-12) 52 211 53
382Primary School (4-8) 86 242 54
37Pre-school (0-4) 24 4 9
27Special Education 12 13 2
51Other 14 32 5
Total 202 560 137 899
    In 2008, 75% of the children seen in the specialist ADHD pediatric clinic receive a diagnosis of ADHD (104 
children in 2008). Approximately 85 of these are male.  One hundred and twelve specialist ASD assessments took 
place during 2008, and 51% of these resulted in a diagnosis of ASD.  Of these, 25% had a dual diagnosis of ADHD 
and ASD.  Those that are screened out or do not receive a diagnosis following assessment have a range of 
difficulties including language processing and auditory memory problems, emotional-behavioural difficulties, 
mental health issues, anxiety, and semantic pragmatic language disorder.  These children are referred onto other 
services such as the Educational Psychology Service, SpCAMHS, Parent and family support service, EIS and the 
youth trust.  
The average age for a male receiving a diagnosis of ASD is 7yrs, 9 months, and for females is 8 years 4 months 
(3.7 times more males are seen than females).  On average, children receiving a diagnosis of Aspergers Syndrome 
do so approximately a year later than those diagnosed with ASD.  For those given a co-morbid diagnosis of ASD 
and ADHD, the diagnosis was also approximately a year later than if ASD alone, suggesting that when combined, 
the symptoms are harder to recognize.  Only 7% of the children diagnosed with ASD had general learning 
difficulties, the remainder are in mainstream school.   
3.3. Analysis of feedback 
One of the aims of the project was to significantly reduce the time from referral to diagnosis and intervention.  
The total time has been reduced from two years, to approximately 6 months. 
Following the diagnostic/planning meeting, schools and parents are given an evaluation form to express their 
views of the Oak House process.  Questions ask about their satisfaction of the assessment process and the outcome, 
their ability to ask questions, feelings of their views being taken into consideration and whether their queries were 
answered.  Analysis of the returned forms shows that school staffs are extremely satisfied with all aspects of the 
process, with all questions now receiving an average rating of 9.1 out of 10 or above.  These scores are improved 
from 2007 when the scores ranged from 8.1 out of 10 and above (Figure 2).  . 
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Figure 2.  School evaluation of Oak House assessment process (460 Stage 3 meetings took place, 159 questionnaires returned – 34.6%) 
Parent ratings range from 7.8 out of 10 to 9.3 out of 10.  The lowest score of 7.3 is for the question “has this 
process helped you to understand your child?” as many parents state that they already had a good understanding of 
their own child.  Parents give very positive feedback about the pre-school and early primary stages of education. 
There is however, much more concern about the degree of support available in schools for children at later primary 
and middle school stages, particularly as they are often able to attain adequate academic results but remain anxious 
and dysfunctional socially.  There is often a discrepancy between knowledge and the ability to apply it to creative 
tasks.  Executive functioning difficulties often result in children failing when the curriculum becomes more abstract. 
This is confusing and stressful for children and their families.  
4. Discussion
The results indicate that a multi-agency approach has improved the service for children with complex difficulties 
and their families.  Waiting times are reduced, information is gathered incorporating all areas of a child’s life, a 
diagnosis is directly linked to a coordinated plan of management and support for families, and parents and schools 
express high levels of satisfaction with the service.   
Our approach is based on the assumption that there are a number of alternative organic diagnoses. We also 
recognize that negative early experiences can lead to disordered attachment and related challenging behaviour may 
mimic such organic conditions.  We are also aware of our limitations when it comes to a psychiatric diagnosis and 
therefore work very closely with a consultant child psychiatrist.  Inter-agency working between health, education 
and social care tries to ensure that all aspects of the child’s difficulties are addressed. 
Many referrals come from later primary or middle school (7 to13) age group, at the age when language becomes 
more abstract and social rules more complex.  This shows that many verbally competent children cope with the 
more practical and visual stage of education where they can identify with one class teacher and experience a visual 
routine.  The implications of this is that we need to be focusing more carefully on younger children so that they can 
be supported more effectively to cope with the abstract curriculum and more sophisticated social demands.  
Referral rates continue to rise dramatically, which will potentially jeopardize the effectiveness of the service. 
There needs to be a community based multi-agency service that is able to provide support for children and families 
with tier one and two level problems e.g. speech and language difficulties,  literacy, and behaviour problems, so that 
Oak House can focus on supporting children with complex difficulties which require shared agency support.   
A large group of children have ADHD, this has placed an unparalleled burden on pediatric services.  ADHD is 
now the commonest condition seen in the general pediatric clinics. Additional pediatric consultant time is required 
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as well as additional support worker time to develop social support networks and training opportunities in schools 
and for families, similar to the model developed for ASD.  Very recently, the education service has been developing 
a team to support these children and provide training in schools.  
There is also a need to improve transition between child and adult based services that may involve transfer of 
information, shared training and consistent provision and support as a child moves into adulthood. 
We have seen over 1700 patients. The original project is now an established service for which all services share 
funding.  The process continues to be evaluated and modified to meet demands, but maintains the principles of 
Every Child Matters and the National Service Framework.   
5. Conclusion 
Effective management of ASD and ADHD requires consistent approaches between all services.  To achieve this 
requires coordinated approaches to diagnosis and management.  
Developing an inter-agency service for neuro-developmental disorders has reduced waiting times and increased 
user satisfaction.  Involving schools and parents directly in the process of diagnosis and planning of interventions 
has led to better outcomes for the clients.  However, with this success and raised awareness of these conditions, the 
efficacy of the service is threatened due to over-demand and increasingly scare resources.  However, this model of 
working represents an effective example of developed inter-agency working as advocated by government policy. 
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